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Update: Cholera — Western Hemisphere, 1992 


Epidemic cholera continues to spread throughout Central and South America 
(Figure 1) (7). This report updates the surveillance of this problem during 1992. 

In 1992, 339,561 cholera cases and 2321 cholera-related deaths were reported from 
21 countries in the Western Hemisphere, bringing to 731,312 cases and 6323 deaths 
the total numbers reported since the beginning of the epidemic in January 1991 


(Table 1). 


FIGURE 1. Spread of epidemic cholera — Latin America, 1991-1992 
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Update: Cholera — Continued 


TABLE 1. Cholera cases reported to the Pan American Health Organization — Western 
Hemisphere, 1991-1992 





Country Cases Cases* 


Peru 206,565 322,562 
Ecuador 31,870 46,320 
Brazil 24,039 2,101 
Bolivia 21,324 206 
Guatemala 15,178 3,674 
Colombiat 15,129 11,979 
El Salvador 8,109 947 
Mexico 7,814 2,690 
Nicaragua 3,067 1 
Venezuela 2,456 13 
Panama 2,416 1,178 
Argentina 553 0 
Honduras 384 11 
Guyana 290 0 
Belize 154 0 
United States 26 
Chile 41 
French Guyana 

Surinam 

Costa Rica 

Canada 


Total 339,561 


*1991 deaths=4002. 
* Data for 1992 are preliminary. 











FIGURE 2. Reported cholera cases, by year — United States, 1965-1992 
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In 1992, 102 cases of cholera were reported in the United States—more than in any 
year since CDC began cholera surveillance in 1961 (Figure 2). Cases were reported 
from 12 states: California (64 cases), Nevada (15), Texas (four), Maryland (three), New 
York (three), Arizona (two), Connecticut (two), Florida (two), Hawaii (two), Louisiana 
(two), Washington (two), and New Jersey (one). Seventy-five cases occurred among 
passengers who had been served contaminated seafood salad on an airplane arriving 
in Los Angeles from South America in February 1992; one person died (2). 

Reported by: Div of Communicable Disease Prevention and Control, Pan American Health 
Organization, Washington, DC. Enteric Diseases Br, Div of Bacterial and Mycotic Diseases, 
National Center for Infectious Diseases, CDC. 

Editorial Note: During the current Latin American epidemic, no cases of cholera have 
been reported from countries in the Caribbean; however, because all adjacent Latin 
American countries have been affected, spread to the Caribbean is likely to occur as 
the epidemic continues. 

Since the beginning of the epidemic, cholera cases have been reported in 14 states 
in the United States, representing all regions of the country. Because persons who 
have returned from travel in cholera-affected countries may seek medical care in areas 
throughout the United States, health-care providers should consider cholera as a pos- 
sible diagnosis in any patient with watery diarrhea who has recently returned from a 
cholera-affected country. Stool specimens from patients with suspected cholera 
should be cultured on thiosulfate citrate bile salts sucrose agar, and suspected cases 
should be reported to local and state health departments. Effective treatment of chol- 
era requires rapid and appropriate replacement of fluid and electrolytes (3,4 ). 
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Epidemiologic Notes and Reports 





isolation of Vibrio cholerae O1 from Oysters — 
Mobile Bay, 1991-1992 


On July 2, 1991, during routine monitoring, the Food and Drug Administration 
(FDA) isolated toxigenic Vibrio cholerae O01, serotype Inaba, biotype El! Tor from oys- 
ters and intestinal contents of an oyster-eating fish taken from closed oyster beds in 
Mobile Bay (7). This isolate was indistinguishable from the Latin American epidemic 
strain and differed from the strain of V. cholerae O1 that is endemic to the Gulf Coast. 
This report summarizes the public health response to this isolation of V. cholerae 01. 

On July 18, Gulf Coast residents were advised by the Mobile County Health Depart- 
ment and the Alabama Department of Public Health (ADPH) to wash their hands after 
handling raw seafood and to eat seafood well cooked. FDA and ADPH initiated bi- 
weekly sampling of oysters from Mobile Bay, and on July 22 and September 16, 1991, 
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the Latin American strain was again isolated from oysters. The Mobile Bay oyster 
beds, initialiy closed on May 31, 1991, remained closed to harvesting until Novem- 
ber 4, 1991. On June 15, 1992, toxigenic V. cholerae O1 was again isolated from a 
sample of oysters from a restricted shellfish-growing area, and the adjacent growing 
areas were closed to harvesting. On August 19, 1992, the oyster beds were reopened 
after samples were repeatedly negative. No toxigenic vibrios have been isolated since 
June 1992. 

Toxigenic vibrios have not been isolated from Moore swabs that were placed in 
effluent from sewage treatment plants in the Mobile Bay area after each isolation of 
V. cholerae O01 from oysters. FDA and ADPH continue monitoring of shellfish obtained 
or harvested from the Mobile Bay area, and ADPH maintains surveillance for cases of 
cholera. 


Reported by: BH Eichold, Il, MD, JR Williamson, MPH, Mobile County Health Dept, Mobile; 
CH Woernle, MD, State Epidemiclogist, Alabama Dept of Public Health. RM McPhearson, ScD, 
Food and Drug Administration. Enteric Diseases Br, Div of Bacterial and Mycotic Diseases, 
National Center for Infectious Diseases, CDC. 

Editorial Note: No cases of cholera have been identified in Alabama in recent decades. 
Surveillance for clinical cases has increased since the beginning of the Latin American 
outbreak in 1991, and many clinical laboratories now routinely culture diarrheal stool 
specimens on culture media appropriate for isolation of V. cholerae. The strain respon- 
sible for the epidemic in Latin America can be distinguished in the laboratory from the 
endemic V. cholerae O01 strain that is unique to the U.S. Gulf Coast (2). 

The isolation of the Latin American strain of V. cholerae O01 from Gulf Coast oysters 
during two successive summers illustrates the potential for this organism to be re- 
peatedly introduced or to persist in the environment at least transiently after a single 
introduction. However, there have been no recognized cases of cholera in the United 
States caused by the Latin American strain as a result of consumption of seafood har- 
vested from the Gulf of Mexico. It is unknown how the Latin American strain was 
introduced into Mobile Bay. Surveillance using Moore swabs would have detected 
clinical cases and asymptomatically infected shedders of V. cholerae 01 (3). However, 
repeatedly negative Moore swabs indicate that municipal sewage was probably not 
the source of the strain. 

Introduction of toxigenic vibrios into Mobile Bay may have resulted from discharge 
of contaminated ballast water from freighter vessels. To control buoyancy, ships take 
on large volumes of ballast water in a harbor and discharge it in other locations. This 
process may have been responsible for the introduction of other harmful species such 
as the zebra mussel in the Great Lakes (4 ). In 1991, the FDA isolated toxigenic V. chol- 
erae 01 from the ballast tanks of ships that had originated from Latin American ports 
and arrived at Mobile Bay (5). To reduce the risk of introducing harmful organisms 
through contaminated freighter ballast water, the International Maritime Organization 
has recommended that freighters empty and refill their ballast water tanks twice on 
zach voyage while in international waters (6). The efficacy of ballast water exchanges 
in reducing the level of contamination of ballast water has not been assessed. Al- 
though ballast water exchanges may decrease the risk of introduction of V. cholerae 
01 from other ports into U.S. harbors, this approach would not eliminate the strain 
already endemic in U.S. Gulf Coast waters. 
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Since 1973, 91 cases of cholera have occurred in the United States that were unre- 
lated to international travel. Most of these followed consumption of raw or 
undercooked seafood harvested from the U.S. Gulf Coast contaminated with the Gulf 
Coast strain of V. cholerae 01. The risk for transmission of cholera can be reduced by 
avoiding consumption of raw or undercooked seafood. 
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Update: Dracunculiasis Eradication — Ghana, 1992 


The reported incidence of dracunculiasis (i.e., Guinea worm disease) in Ghana de- 
clined substantially during 1992—the third consecutive year in which reports of known 
cases declined. This report summarizes 1992 surveillance data for Ghana that are be- 
ing used to monitor progress toward eradication of this disease (1 ). 

During 1992, 33,464 cases of dracunculiasis were reported in 3185 villages, com- 
pared with 66,697 in 3718 villages in 1991 (a decline of 49.6%) and 179,556 in 
6873 villages (a decline of 81.4%) in 1989 (7). In addition, when compared with 1991, 
the percentage reduction in cases reported by month increased from 20.1% in January 
to 34% in March, 59.9% in June, 81% in September, and 55.6% in December (Figure 1). 

During 1992, at least 84% of the known affected villages reported surveillance find- 
ings to national authorities on time each month (i.e., within 20-30 days after the end of 
the reporting month), compared with 61% during 1991. In seven of 12 months during 
1992, more than 90% of the villages reported on time. Data from villages reporting late 
are included in the subsequent month’s report. 

Data for 1991 and 1992 were based on monthly reports from trained village-based 
health workers in villages where the disease is endemic. These workers used visual 
aids (e.g., flip charts and posters) to provide health education in all villages where the 
disease is endemic. School teachers in areas where the disease is endemic were pro- 
vided 10,000 teacher’s manuals; in addition, they were provided one million 
pamphlets about prevention of dracunculiasis for distribution to schoolchildren begin- 
ning in December 1992. 

By October 31, 1992, approximately 456,720 (66%) of the 692,000 households in 
villages where the disease is endemic had received cloth filters, and villagers had 
been instructed on use of these for filtering unsafe drinking water. A collaborative ef- 
fort has been initiated to provide rehabilitated sources of safe water in 2024 villages 
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where dracunculiasis is endemic. Unsafe water sources in 266 of the villages were 
being treated with temephos (Abate®*). 

Reported by: Ministry of Health, Ghana. Global 2000, Inc, The Carter Center, Atlanta. WHO 
Collaborating Center for Research, Training, and Eradication of Dracunculiasis, Div of Parasitic 
Diseases, National Center for infectious Diseases, CDC. 

Editorial Note: Because of the rapid reduction in endemicity of dracunculiasis, Ghana 
has declined from the second to the third most highly endemic country for this prob- 
lem. The number of prevalent cases is less than in Nigeria and Uganda (2). 

During 1992, more than 33,000 cases of dracunculiasis were prevented as a result 
of control interventions in 1991. As part of the goal to interrupt transmission of 
dracunculiasis completely by the end of 1993, Ghana has begun implementing inten- 
sive case-containment measures in all remaining areas with endemic disease. 
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FIGURE 1. Dracunculiasis cases, by month and year — Ghana, 1991-1992 
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Business Responds to AIDS Program — 
December 1992-February 1993 


Of all acquired immunodeficiency syndrome (AIDS) cases reported through 1991 in 
the United States, 76% occurred among persons aged 25-44 years (1); persons aged 
15-44 years comprise approximately 50% of the United States workforce (2). On De- 
cember 1, 1992, CDC introduced “Business Responds to AIDS” (BRTA)—a new 
program for the primary prevention of human immunodeficiency virus (HIV)/AIDS. 
BRTA, which was introduced by satellite teleconference, encourages business and la- 
bor leaders in U.S. communities to develop comprehensive workplace HIV-prevention 
education programs (3). This report describes BRTA and summarizes the response— 
from December 1, 1992, through February 5, 1993—to the launch of the national 
program. 

BRTA is a public and private collaboration (involving business, labor, health, and 
AIDS service organizations) comprised of five components: 1) policy development; 
2) training for supervisors and union leaders; 3) HIV education for employees; 4) HIV 
education for employees’ families; and 5) community service and employee volun- 
teerism. In addition, the BRTA Resource Service was established at the CDC National 
AIDS Clearinghouse to provide a toll-free reference and referral system to assist in 
implementing HIV workplace education programs. Materials in separate kits for man- 
agers and labor leaders, other resources, and local referrals are available from the 
Resource Service.* 

In October and November 1992, advance information on the BRTA teleconference 
was sent to 35,000 corporations with communication systems that could receive the 
broadcast. In addition, the broadcast was carried by the American Red Cross 
Crosslinks Satellite System (84 chapters); the U.S. Department of Agriculture (1200 
locations equipped to receive the broadcast); the Health and Science Television Net- 
work (1000 hospital receiving sites); the Scola Education Network (approximately 1200 
colleges and universities, government organizations, and the World Bank) and many 
commercial television networks and local and regional cable television systems 
(Ogilvy Adams & Rinehart, unpublished data, 1993). Following the broadcast, the 
BRTA teleconference was reported on stations in 64 of the nation’s largest 75 televi- 
sion markets and in major newspapers. 

The total number of persons who watched the broadcast cannot be determined; 
however, many local events were conducted in conjunction with the teleconference 
(Ogilvy Adams & Rinehart, unpublished data, 1993), including the following: 


e Communities in approximately 33 states and the District of Columbia used the 
BRTA teleconference as an event to involve local business leaders with public 
health and AIDS service organizations to promote HIV workplace education. 


e Approximately 1500 managers from a national insurance company viewed the 
broadcast at 165 sites through an in-house corporate television network. 
(Continued on page 101) 





*Additional information on BRTA and kits (cost: $25 per kit) are available from the CDC Business 
Responds to AIDS Resource Service, P.O. Box 6003, Rockville, MD 20849-6003; telephone (800) 
458-5231. 
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FIGURE |. Notifiable disease reports, comparison of 4-week totals ending Febru- 
ary 6, 1993, with historical data — United States 


DISEASE DECREASE INCREASE CASES CURRENT 
4 WEEKS 
Aseptic Meningitis 492 
Encephalitis, Primary 34 
Hepatitis A 
Hepatitis B 700 
Hepatitis, Non—A, Non-B 
Hepatitis, Unspecified 58 
Legionellosis 
Malaria 
Measles, Total* 
Meningococcal Infections 
Mumps 
Pertussis 


Rabies, Animal 


Rubella 


0.03125 0.0625 0.125 0.25 0.5 
Ratio(Log Scale) , 
INN) Be von Historica Limits 
*The large apparent decrease in reported cases of measles (total) reflects dramatic fluctuations 
in the historical baseline. 
"Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and 
subsequent 4-week periods for the past 5 years). The point where the hatched area begins is 
based on the mean and two standard deviations of these 4-week totals. 


TABLE |. Summary — cases of specified notifiable diseases, United States, 
cumulative, week ending February 6, 1993 (5th Week) 





Cum. 1993 |_Cum. 1983. 


AIDS* 4,278 Measles: imported 3 
Anthrax - indigenous 12 
Botulism: Foodborne - Plague . 
Infant 4 Poliomyelitis, Paralytic’ : 

Other 1 Psittacosis 10 
Brucellosis 4 Rabies, human . 
Cholera - Syphilis, primary & secondary 2,683 
Congenital rubella syndrome 1 Syphilis, congenital, age < 1 year 
Diphtheria - Tetanus 1 
Encephalitis, post-infectious 10 Toxic shock syndrome 17 
Gonorrhea Trichinosis 2 
Haemophilus influenzae (invasive disease)' 93 Tuberculosis 1,249 
6 

43 

10 





Hansen Disease 10 Tularemia 
Leptospirosis - Typhoid fever 
Lyme Disease 180 Typhus fever, tickborne (RMSF) 


Ps pe monthly; last update January 30, 1993. 

'Of 84 cases of known age, 38 (45%) were reported among children less than 5 years of o-. 

5No cases of suspected poliomyelitis have been reported in 1993; 4 cases of suspected poliomyelitis were reported in 1992; 6 
of the 9 suspected cases with onset in 1991 were confirmed; all were vaccine associated. 
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TABLE Il. Cases of selected notifiable diseases, United States, weeks ending 
February 6, 1993, and February 1, 1992 (5th Week) 


Encephalitis Hepatitis (Viral), by type 
Primary Unspeci yme 
ae ha A & fied — Disease 
Cum. Cum. ‘ Cum. | Cum. Cum 
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TABLE Il. (Cont’d.) Cases of selected notifiable diseases, United States, weeks ending 
February 6, 1993, and February 1, 1992 (5th Week) 


Measies (Rubeola) 
Reporting Area indigenous imported* 


vss | Sum vs | Sum 








Mumps Pertussis 
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Cum. 
1993 | 1993 
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TABLE Il. (Cont’d.) Cases of selected notifiable diseases, United States, weeks ending 
February 6, 1993, and February 1, 1992 (5th Week) 





Toxic- 
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(Primary & Secondary) Synd Tuberculosis remia ‘ever 
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TABLE Ill. Deaths in 121 U.S. cities,* week ending 


February 6, 1993 (Sth Week) 





All Causes, By Age (Years) 
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¢ Public health representatives from 45 states and three territorial health depart- 
ments viewed the teleconference as part of the Epidemiology by Satellite 
Training Conference at the University of Alabama at Birmingham. 


The Bureau of Public Health, West Virginia Department of Health and Human Re- 
sources, organized teleconference viewings at 23 sites where business 
professionals viewed the conference and received packets of information that in- 
cluded statistics on HIV/AIDS in West Virginia and a list of resources available to 
businesses. 


From December 1, 1992, through February 5, 1993, the BRTA Resource Service re- 
ceived 3047 requests for assistance, compared with an average of 560 calls per month 
for workplace assistance during the 6 months before the BRTA teleconference. From 
December 1 through February 5, the Resource Service also received orders for 1844 
manager's kits to be used in HIV education for employees; for example, a pharmaceu- 
tical company with 80,000 employees ordered kits and resource materials to use in 
developing programs for its employees. 

Organizations contacting the Resource Service included small businesses, state 
and local health departments, large multinational and national corporations, and labor 
organizations. The largest percentage of requests for assistance (more than 65%) was 
received from the business sector. 

Preliminary data indicate that the teleconference and its coverage by the media 
afterward were major sources of information about the BRTA Resource Service. Dur- 
ing December, 26% of callers to the Resource Service indicated they learned of BRTA 
from the teleconference, 31% cited an article about the teleconference in a major 
newspaper, and 43% reported they learned of the service from national and local print 
media (CDC National AIDS Clearinghouse, unpublished data, 1993). 

Reported by: National AIDS Information and Education Program, Office of HIV/AIDS, Office of 
the Director, CDC. 

Editorial Note: Since the initiation of BRTA on December 1, business and labor organi- 
zations, the media, state and local health agencies, and AIDS community-based 
organizations have reported that the program provides useful background for devel- 
opment of HIV/AIDS workplace education. The types of organizations and individuals 
requesting information from the CDC National AIDS Clearinghouse BRTA Resource 
Service reflect a diversity of employers and include businesses with products and 
services for sale and health departments and other nonprofit organizations. The im- 
mediate subsequent steps for this long-term prevention program include aggressive 
marketing of the manager’s kit, the labor leader’s kit, and the CDC BRTA Resource 
Service and regional briefings for business and labor leaders to encourage compre- 
hensive HIV workplace education across the nation. 
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Publication of CDC Surveillance Summaries 


Since 1983, CDC has published the CDC Surveillance Summaries under separate 
cover as part of the MMWA series. Each report published in the CDC Surveillance 
Summaries focuses on public health surveillance; surveillance findings are reported 
for a broad range of risk factors and health conditions. 

Summaries for each of the reports published in the November 20, 1992, issue of the 
CDC Surveillance Summaries (1) are provided below. All subscribers to MMWR re- 
ceive the CDC Surveillance Summaries, as well as the MMWR Recommendations and 
Reports, as part of their subscriptions. 


MEASLES SURVEILLANCE — UNITED STATES, 1991 

A total of 9643 measles cases was reported from the United States in 1991, a 65.3% 
decrease from the 27,786 cases reported in 1990. The overall incidence of measles was 
3.9 cases per 100,000 population. The highest age-specific incidence was among chil- 
dren <12 months of age (46.9/100,000) and 1-4 years of age (19.6/100,000). Incidence 
rates among American Indian, Hispanic, and black children <5 years of age were 19, 6, 
and 4 times that for non-Hispanic white children, respectively. More than 61% of all 
cases were reported from seven large outbreaks, which involved predominantly un- 
vaccinated preschool-aged children in large urban areas. Although reported measles 


cases decreased in 1991 compared with 1989-1990, only a sustained effort to provide 
age-appropriate vaccination will prevent another resurgence of measles. 


Authors: William L. Atkinson, M.D., M.PH., Stephen C. Hadler, M.D., Susan B. Redd, Walter A. 
Orenstein, M.D., Division of Immunization, National Center for Prevention Services, CDC. 


YEARS OF POTENTIAL LIFE LOST BEFORE AGE 65, 
BY RACE, HISPANIC ORIGIN, AND SEX — UNITED STATES, 1986-1988 

A substantial proportion of mortality among young persons is preventable. Na- 
tional vital statistics were used to establish a baseline for the surveiliance of rates of 
years of potential life lost before age 65 (YPLL <65) in the United States. Rates of YPLL 
<65 were calculated for 1986 through 1988 for leading causes of preventable death, by 
race, Hispanic origin, and sex. U.S. racial and ethnic populations differed widely in 
YPLL <65. Among males, the rate (per 1000 population <65 years) of YPLL <65 was 
highest for non-Hispanic blacks (140.0), followed by American Indians/Alaskan Na- 
tives (100.9), Hispanics (74.3), non-Hispanic whites (68.3), and Asians/Pacific Islanders 
(38.2). Among females, it was highest for non-Hispanic blacks (73.7), followed by 
American Indians/Alaskan Natives (52.0), non-Hispanic whites (35.7), Hispanics (32.9), 
and Asians/Pacific Islanders (23.2). For non-Hispanic blacks, the high rate of YPLL <65 
was due to increased rates for all causes of death considered, particularly homicide. 
The high rate for American Indians/Alaskan Natives was due principally to deaths 
from four causes: unintentional injuries, cirrhosis, suicide, and diabetes. Asians/Pacific 
Islanders had low rates for most causes of death. In setting health-care priorities and 
prevention strategies to reduce the large racial-ethnic gap in early deaths, it is essen- 
tial to recognize the differences in causes of premature mortality among sex, racial, 
and ethnic populations. Periodic reassessment of YPLL <65 among these groups pro- 
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vides a simple, timely, and representative means of conducting surveillance to meas- 
ure the impact of intervention strategies on a national basis. 
Authors: Jean-Claude A. Desenclos, M.D., Hopital National de Saint-Maurice, European Centre 


for the Epidemiological Monitoring of AIDS. Robert A. Hahn, Ph.D., M.PH., Division of Surveil- 
lance and Epidemiology, Epidemiology Program Office, CDC. 


GROUP B STREPTOCOCCAL DISEASE IN THE UNITED STATES, 1990: 
REPORT FROM A MULTISTATE ACTIVE SURVEILLANCE SYSTEM 

Group B streptococcal (GBS) disease is the most common cause of neonatal sepsis 
and meningitis in the United States. It is also an important cause of morbidity among 
pregnant women and adults with underlying medical conditions. Because most states 
have not designated GBS disease as a reportable condition, previous estimates of the 
incidence of GBS disease were based on studies from single hospitals or small geo- 
graphic areas. This report summarizes the results of population-based active 
surveillance for invasive GBS disease in counties within four states that had an aggre- 
gate population of 10.1 million persons in 1990. A case of GBS disease was defined as 
isolation of group B streptococcus from a normally sterile anatomic site in a resident 
of one of the surveillance areas. 

Age- and race-adjusted projections to the U.S. population suggest that >15,000 
cases and >1300 deaths due to GBS disease occur each year. The projected age- and 
race-adjusted national incidence is 1.8/1000 live births for neonatal GBS disease and 
4.0/100,000 population per year for adult GBS disease. Intrapartum chemoprophylaxis 
for pregnant women at risk for delivering infants with GBS disease is the most effec- 
tive strategy available for prevention of neonatal disease. Development of effective 
GBS vaccines may prevent GBS disease in both infants and adults. Ongoing surveil- 
lance for GBS disease is important for targeting preventive measures and determining 
their effectiveness. 

Authors: Group B Streptococcal Disease Study Group, Kenneth M. Zangwill, M.D., Anne 


Schuchat, M.D., Jay D. Wenger, M.D., Meningitis and Special Pathogens Branch, Division of 
Bacterial and Mycotic Diseases, National Center for Infectious Diseases, CDC. 


Summaries for each of the reports published in the November 27, 1992, issue of the 
CDC Surveillance Summaries (2) are provided below. 


PEDIATRIC NUTRITION SURVEILLANCE SYSTEM — UNITED STATES, 1980-1991 
The CDC Pediatric Nutrition Surveillance System (PedNSS) monitors the general 
health and nutritional characteristics of low-income U.S. children who participate in 
multiple public health programs. This system is intended to characterize trends and 
patterns in key indicators of nutritional status so that the information can be used for 
program planning and targeting. The indicators monitored by PedNSS are birth 
weight, childhood growth status, anemia, and breast-feeding patterns. From 1980 
through 1991, the trends for low birth weight, low height-for-age (shortness), low 
weight-for-height (thinness), and high weight-for-height (overweight) were stable for 
all children monitored by the PedNSS, with the exception of Asian children, who were 
predominantly of Southeast Asian refugee background. In the early 1980s, the preva- 
lence of low birth weight and shortness was higher among Asian children than among 
children of other racial or ethnic groups who were monitored by the PedNSS. How- 
ever, these prevalences declined steadily from 1980 through 1991. By 1991, the 
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prevalences of low birth weight and shortness for Asian children were similar to those 
observed for children of other races/ethnic groups. Overall, low-income U.S. children 
had a slightly lower height-for-age than expected, indicating that some of these chil- 
cren were at a health and nutritional disadvantage. The prevalence of overweight 
varied among different racial/ethnic groups; Hispanic and Native American children 
had the highest prevalences of overweight. The 20%-30% prevalence of anemia 
among low-income children monitored by the PedNSS was higher than among the 
general population, reflecting in part the preferential enrollment and retention of ane- 
mic children by public health nutrition programs and also indicating that many 
children had inadequate iron nutrition. From 1980 through 1991, the prevalence of 
anemia declined >5% for most of the age- and race/ethnicity-specific groups moni- 
tored by PedNSS. That decline represents an improvement in iron nutritional status. 
PedNSS is a useful system for the monitoring and characterization of the nutrition 
status of low-income children at both state and national levels. 

Authors: Ray Yip, M.D., M.PH., Ibrahim Parvanta, M.S., Kelley Scanlon, Ph.D., R.D., Ellen W. 


Borland, Carl M. Russell, D.M.D., M.S., Frederick L. Trowbridge, M.D., M.Sc., Division of Nutri- 
tion, National Center for Chronic Disease Prevention and Health Promotion, CDC. 


PREGNANCY NUTRITION SURVEILLANCE SYSTEM — UNITED STATES, 1979-1990 
Since 1979, the CDC Pregnancy Nutrition Surveillance System (PNSS) has moni- 
tored behavior and nutritional risk factors among low-income pregnant women 
participating in public health programs. Although the states contributing to the system 
have varied over the period, the PNSS is able to characterize the behavior and health 
outcomes of pregnant women from diverse low-income populations. In 1990, 66.2% of 
the women in the system initiated prenatal care during the first trimester of preg- 
nancy; 26.4% smoked during pregnancy. Since 1979, the prevalence of smoking 
remained relatively stable for white women, but declined for blacks and Hispanics. 
Prepregnancy body mass index (BMI, defined as kg/m?) showed marked changes from 
1979 through 1990; the prevalence of underweight (BMI <19.8) declined steadily and 
the prevalence of overweight (BMI >26) increased steadily. In 1990, 39.3% of the 
women had gestational weight gains below levels recommended by the National 
Academy of Sciences. Both prepregnancy underweight and inadequate gestational 
weight gain were associated with greater risk for low birth weight in the PNSS. The 
prevalence of anemia at each trimester has remained stable since 1979. In 1990, 9.8%, 
13.8%, and 33% of the women reported by the PNSS were anemic in the first, second, 
and third trimesters, respectively. Anemia in the first trimester appeared to be strongly 
associated with a high risk of low birth weight; this association was attenuated in later 
trimesters. These findings indicate the need to improve iron nutrition among low- 
income women. 
Authors: Insum Kim, Dr.PH., Daniei W. Hungerford, Dr.PH., Ray Yip, M.D., M.PH., Sarah A. 
Kuester, M.S., R.D., Colette Zyrkowski, M.PH., R.D., Frederick L. Trowbridge, M.D., M.Sc., Divi- 
sion of Nutrition, National Center for Chronic Disease Prevention and Health Promotion, CDC. 
References 
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Update: Availability of Sulfadiazine — United States 


Sulfadiazine is a sulfa drug commonly used in combination with pyrimethamine to 
treat toxoplasmosis in patients with acquired immunodeficiency syndrome (AIDS) and 
newborns with congenital infections. ln December 1992, CDC reported that the domes- 
tic manufacturer of sulfadiazine had ceased production in October 1992 and that no 
large inventories of the drug were available from major distributors (7). On Febru- 
ary 8, CDC obtained permission from the Food and Drug Administration (FDA) to pro- 
ceed with an “Investigational New Drug” (IND) application protocol under which 
sulfadiazine may be imported and made available to physicians until a domestic com- 
mercial source is re-established. 

The drug will be available from CDC beginning February 16 at no cost for the treat- 
ment of acute infection and for maintenance therapy of suspected or proven 
toxoplasmosis in persons with AIDS, persons with ocular disease, pregnant women 
who are infected, and congenitally infected infants. Pregnant women in the second 
and third trimester and infants must have an elevated Toxoplasma IgM titer before 
sulfadiazine can be released under this IND protocol. The drug will not be available 
under the CDC IND application protocol for primary prophylaxis of toxoplasmosis. 

A 6-week supply of sulfadiazine will be provided for treatment of acute infection in 
persons with AIDS, ocular infection, and infection in pregnant women; a 2-month re- 
fillable supply will be provided for treatment of infection in congenitally infected 
infants and for maintenance therapy in persons with AIDS. Clinicians who would like 
to obtain sulfadiazine for patients must provide CDC with clinical and laboratory infor- 
mation about the patient, including Toxoplasma antibody titers, and a complete 
shipping address for their hospital or practice. CDC will not record patient names; in- 
stead, each patient will be assigned a computer-generated identification number that 
must be used to obtain additional drug supplies without having to re-enroll the pa- 
tient. Having the patient's medical record available when contacting CDC will facilitate 
the initial drug release process. An IND information package will accompany the re- 
leased drug. 

Large hospitals or practices that wish to enroll several patients should consider 
designating one principal physician to serve as the clinical investigator for the facility. 
This person would ensure that all terms of the IND are adhered to by other physicians 
using the drug in the same facility. Requests should be directed to CDC’s Division of 
Parasitic Diseases, National Center for Infectious Diseases, telephone (404) 488-4928. 
Reported by: Div of Antiviral Drug Products, Center for Drug Evaluation and Research, Food 


and Drug Administration. Scientific Resources Program, and Div of Parasitic Diseases, National 
Center for Infectious Diseases, CDC. 


Reference 
1. CDC. Availability of sulfadiazine—United States. MMWR 1992;41:950-1. 
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Errata: Vol. 42, No. 2 


In the article “Worksite Health Promotion—New Hampshire, 1992,” on page 35, in 
Table 2, under the manufacturing industry heading, the percentage of worksites offer- 
ing weight control activities should read 21.7 (+4.9) and stress management should 
read 5.7. 

On page 37, the references should be renumbered as 3. Heimendinger . . ., 
4. Eley ..., 5. Public Health Service . . ., 6. Division of Public Health Services. . ., and 7. 
National Resource Center on Worksite Health Promotion... . 


Errata: Vol. 41, No. 53 


In Table |, Summary—Cases of specified notifiable diseases, United States, cumula- 
tive, week ending January 2, 1993 (53rd week), on page 979, the count for gonorrhea 
should be 484,133, and for primary and secondary syphilis, 33,450. 

In Table Il, Cases of selected notifiable diseases, United States, week ending Janu- 
ary 2..., on page 980, the cumulative number of gonorrhea cases reported in the 
United States for 1992 should be 484, 133; for the W.N. Central region, 24,379; and for 
Missouri, 14,861. On page 982, the cumulative number of primary and secondary 
syphilis cases reported in the United States for 1992 should be 33,450; for the W.N. 
Central region, 1,553; and for Missouri, 1,199. 








MMWR February 12, 1993 


Weekly Report (MMWR) Series is prepared by the Centers for Disease 

Ss. q 
The data in the weekly MMWR are provisional, based on weekly reports to CDC by state health 
departments. The reporting week concludes at close of business on Friday; compiled data on a national basis 


Friday. 
for . should be directed to: Editor, MMWR Series, Mailstop C-08, Centers 
for Disease Control and Prevention, Atianta, GA 30333; telephone (404) 332-4555. 





Director, Centers for Disease Control and Prevention Editor, MMWR Series 
William L. Roper, M.D., M.P.H. Richard A. Goodman, M.D., M.P.H. 
Deputy Director, Centers for Disease Control Managing Editor, MMWR (weekly) 
and Prevention Karen L. Foster, M.A. 
Walter R. Dowdle, Ph.D. Writers-Editors, MMWR (weekly) 
Acting Director, E peeontetomy Program Office David C. Johnson 
Barbara R. Holloway, M Barbara J. Reynolds, M.A. 
Dariene D. Rumph 
Caran R. Wilbanks 











w%U.S. Government Printing Office: 1993-733-131/67061 Region IV 





OES SSP) eIeALg 10) Ayeueg 
eeeoe e1Bu0ey ‘ewepy 

(90D) vonueAsig pue 
jO4jU07) eSeesiG 10) $19}U8_ 
BHIAUBS YNE@H WGN, 
S3DIAU3S NVWNH GNV HL1V3H 
40 IN3SWLYVd30 


=x 
x 
” 
v 
c 

4 
= 
® 

S. 
° 

. 

Zz 
9 

g 
© 
a 
8 
~N 








v8Z-D “ON Huled 
909/SHd 
GivVd $334 8 IOVLSOd 
VW SSV1>-LSHH 


-yeBoij! Si yudW YuUued Buisn UONNquUIsIpeYy 























